Aortic stenosis (AS) is characterized as a high-risk index for cardiac complications during noncardiac surgery. The American College of Cardiology/American Heart Association guidelines define severe AS as aortic valve area #1 cm 2 , mean gradient of $40 mm Hg, and peak velocity of $4 m/s. As per current clinical practice, any of these characteristic features label a patient as at high risk for noncardiac surgery. However, these parameters appear inconsistent, particularly with respect to the aortic valve area cutoff value. The perioperative risk associated with AS during noncardiac surgery depends upon its severity (moderate vs. severe), clinical status, and the complexity of the surgical procedure 
, reemphasizing the perioperative risk associated with "aortic stenosis" during noncardiac surgery.
Unfortunately, these conclusions have been on the basis of limited details and ambiguous definitions of AS severity.
In the midst of all this, a prospective clinical trial to validate the Cardiac Risk Index (9) Thus, for a given anatomical orifice, the EOA may be smaller by a factor of one-third.
Using the Medtronic aortic bioprosthesis and left heart pulse duplicator system (Medtronic, Minneapolis, Minnesota), Dumesnil et al. (27) showed that Gorlin's formula yields 1% to 2% higher AVA than the continuity equation.
A physiologically unsafe parameter of AS that is not causing symptoms, but will cause perioperative complications during a noncardiac surgery, has never been defined. The current ACC/AHA-recommended parameters for severe AS were adopted after they NS ¼ not significant; other abbreviations as in Table 1 . by AVA had "nonsevere stenosis" by mean gradient, and that 25% had "nonsevere stenosis" by peak velocity ACC/AHA guidelines define "severe AS" as any of these 3 parameters:
• AVA ≤1 cm This figure demonstrates the clinical conundrum faced by clinicians in the evaluation of noncardiac surgical risk assessment in patients with aortic stenosis based on current guidelines. The final column on the right illustrates potential considerations in evaluating these difficult patients. ACC/AHA ¼ American College of Cardiology/American Heart Association; AS ¼ aortic stenosis; AVA ¼ aortic valve area; EOA ¼ effective orifice area; LVOT ¼ left ventricular outflow tract;
Compared with historical reports, the cardiac risk during noncardiac surgery in patients with aortic stenosis appears to have significantly declined in recent times due to increased awareness of hemodynamic concerns and recent advances in anesthetic and surgical approaches. This conclusion is exemplified by the 30-day mortality rates of 2.1% and <5% reported in 2 large, recently published reports (17, 23) in patients with AS during elective noncardiac surgery, comparable to the expected 1% to 5% mortality in intermediate-risk surgery and >5% in high-risk surgery in patients without AS mentioned in the ACC/AHA guidelines (14) . Understandably, mortality was higher (5.9%) when emergent/urgent noncardiac surgical procedures were included (23) . A review of published reports that included anesthetic and intraoperative details revealed that, in these patients, noncardiac surgeries were mostly performed using In some centers, TEE is used additionally to monitor cardiac chamber sizes intraoperatively.
In the report by Tashiro et al. (23) , the presence of atrial fibrillation was associated with higher mortality in patients with severe AS undergoing noncardiac surgery on both univariate and multivariate analysis. In that report, 18.4% of patients with severe AS had atrial fibrillation, with a higher incidence (24.5%) in symptomatic patients versus asymptomatic patients (14%).
Earlier, atrial fibrillation was reported in 9.1% of patients with mild to moderate AS in the SEAS (Simvastatin and Ezetimibe in Aortic Stenosis) study (35). Atrial fibrillation was reported in 10% of patients from a 397-patient cohort, of whom 87.3% had severe AS (AVA <1.2 cm 2 by the Gorlin formula) (36) . In this report, atrial fibrillation tended to be associated with less severe AS, lower cardiac output, lower peak gradient, and higher pulse pressure. 
